Ime dissertation 

by Angela Show 


Submission date: 01-0ct-2017 11:49PM (UTC+0400) 
Submission ID: 854448891 

File name: 1418237793_2nd_lme_recheck.pdf (1.28M) 

Word count: 14680 
Character count: 83735 



LEEDS BECTKETT UNIVERSITY & RUSHMORE BUSINESS SCHOOL 


LEADERSHIP, MANAGEMENT & ENTERPRISE MODULE 
BSC ADULT NURSING (TOP- UP) 


Implementation of a blended handover style in an intensive care 
unit, to improve care in four major aspects: patient care, 
confidentiality, and, nurse and patient satisfaction. 


CHAN SHOW MARIE ANGELA 
STUDENT L D.: 77182261 
TUTOR: MR, MAKHUNSHIV 
WORD COUNT: 8675 
27.09.2017 




ACKNOWLEGDEMENT 


I wish to express my deep sense of gratitude towards all the people w ho supported in realising 
this dissertation. 

Special thanks to the module coordinator, the staffs from Rushmore Business School (Mauritius 
and Rodrigues) for (heir flexibility and guidance. 

I am so thankful to my husband who supported me in mv study, and helped me to go through 
hard times. 

1 shall not omit to thank all my classmates for their most appreciated sense of teamw ork spirit. 
There were good, and hard times, but together, we felt that no obstacles w ere not difficult to 
surmount. 


2 




TABLE OF CONTENTS 


Introduction............4- 5 

Search strategy.5- 6 

Literature review.7- 18 

Problem statement.19- 21 

Need for change.21- 22 


Change proposal and feasibility_22- 24 


Leadership and management.25- 27 

Change theory model.27- 33 

Conclusion and limitation ____33 

Reflection............................. ...34- 36 

Abbreviations.37 

Bibliography.38- 49 

Appendices (I- 4).50- 92 


3 















Implementation of a blended handover style in an intensive care unit, to 


improve care in four major aspects: patient care, confidentiality, and, nurse 

and patient satisfaction. 


INTRODUCTION 

This study is about a change in handover practices in an intensive care unit (ICU) of a Trust in 
Rodrigues, because the current practice was ineffective. Different authors shared the same 
definition for clinical handover, as being the transfer of important details and responsibilities 
about patients' care, from one nursing shift to another (Lee el al., 2014; JOHNSON and COWIN. 
2012; Drach- Zahavy, Goldblatt and Mai/cl.. 2014; Anderson et al.,2014). 

It is a must to handoff effectively in ICU because death may occur al the most unexpected time 
when caring for unstable patients (Mukhopadhyay et al., 2014; Ganz cl al., 2015). Effective 
communication ensures a good death, as nurses transfer information about dying patients 
holistically, meeting (heir psychological, physical and spiritual needs (Ganz el al.. 2015). 

Unfortunately, the process often fails to attain satisfaction, due to the high complexity of patient 
care, workload, stress and other determinants of effective handover (environmental factors- 
noise). The scenario was similar in the Rodriguan Trust. Literatures revealed that ineffective 
nursing handoff increased errors in communication by 22%. like misinterpretations and 
interruptions, which impact on morbidity and mortality rale (JOHNSON and COWIN, 2012). 
Anderson et al. (2014) found that it could accidentally breach patients' confidentiality. Thus, the 
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World Health Organisation (WHO) found it a prerequisite to implement a change in clinical 
handoff towards patient safety (Spooner ct al. 2016). 

In line to these recommendations, this study sough to demonstrate which handover style is most 
effective, based on facts. Literatures reviewed will be used to suggest and support the change in 
(he current practice, improving care at four levels: patient care, nurse and patient satisfaction, 
and, respect to confidentiality, from which the proposed change will stem. To support its 
feasibility, the concepts of leadership and management, and. Lewin's three- stage model of 
change theory will be employed. John's reflective model will help to reflect on this writing, the 
knowledge and skills acquired during the learning process, leading to positive insight in future 
practice. 

SEARCH STRATEGY 

Data on handoff in ICU are limited (Mukhopadhyay ct al.. 2014). Hence, a systematic four- stage 
search was formulated to identify the most relevant articles (appendix 1) Systematic search of 
reviews aim at reducing bias, by articulating the asked questions clearly (Ncilson. 2016). 

Stages: 

1. PICO’, acronym adapted from Cornelius (Kok et al , 2015), was used as an inclusion 
criteria for the most relevant studies (Appendix 2) 

2 . Various search engines were used: Google. Google Scholar. Discover of Leeds Beckett 
Library and EBSCOHOST Ail the four aspects to be treated with the blended format of 
handover could not be found in one single search from Discover Library. Hence, two 
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maul searches were launched from Discover, wilh different keywords, to obtain the 

m 

maximum relevant articles (refer to snapshots in appendix 4). This could be a potential 
limitation to this study, because the relevant articles could not be found from one search. 
The first search gave 6061 articles w ith key words "shift handover in nursing' 1 . A 
refinement lead to 31 articles using: AND/ OR/ NOT Boolean operator to filter searches 
for accuracy (Kok el al. 2015), (he limiters and expanders used were 5- year period 
(2013- 2017). peer- reviewed and scholarly. English language and academic journals. 
Peer- reviewed and scholarly articles guaranteed academic writing and evidences 
(Nicholas el al., 2017). 

The second gave 6066 studies, with keywords “nursing shift to shift handover", When 
refined as above, the result was 17 articles. 

3. Feasible articles were searched in the reference list of selected articles. 

4. The feasibilities of the retriev ed articles were tested by critically appraising them, prior to 
their inclusion. Titles and abstracts were examined. If worth of inclusion, they were 

m 

downloaded and printed. Abstracts were retrieved from databases Journal of advanced 
Nursing. Journal of Clinical Nursing. Wiley, Elsev ier. International Journals of Nursing 
Studies and Journal of Nursing Management. When eligible articles were doubtful, full 
text was opened to clarify doubts 



Literature review 

In the clinical practice arena, the knowledge acquired from reviewing literatures contributes to 

m 

the implementation of evidence- based changes in practice, policies, and protocols to improve 
the quality of care. 

Many of the articles were of qualitative nature (Holly and Polelick. 2013: Drach- Zahavy, 
Goldblatl and Maizel. 2014: Sand- Jecklin and Sherman. 2014: Braaf el al., 2015: JOHNSON 
and COWIN, 2012; McGinn. 2017), A preference for this type of methodology lies within its 
definition, as, the study of how humans (nurses/ patients) experience life in a specific 
environment (ICU). as perceived from their own perspectives (Kcl.ac.uk.. 2017). The descriptive 
nature of qualitative data allows for the critical analysis and evaluation from both, nurses’ and 
patients’ perceptions (Kcl ac.uk. 2017). which w ould have been impossible w ith a quantitative 
approach, because what people think or feel cannot be measured (Albers. 2017). but can be 
observed (Richie et al .. 2013). The data extracted from the qualitative sources were rich and in- 
depth, although some held small, but highly detailed samples (Kcl.ac.uk , 2017: Holly and 
Polctick. 2013). 

A quasi- experimental design from Sand- Jecklin and Sherman (2014). utilising a pre- and a post- 
implementation approach, was included because it quantified findings from implementing the 
blended approach to handoff. This type of methodology allowed the authors to evaluate 
retrospectively, that is. before/ after (he event took place (While & SabarwaJ. 2014). 

There were no quantitative because experience in practice is impossible to measure. 

7 



• IMPACTS OF INEFFECTIVE HANDOVER 

0 

The Australian Commission on Safety and Quality in Health Care (ACSQHC) reported that, 
handover remains an area of poor performance (Kitson el al., 2013) This is supported, in 2003, 
by the Joint Commission, reporting that ineffective handover lead to 70% of sentinel events 
(Sand- Jecklin and Sherman. 2014). In the WHO's High Five campaign, handover was found to 
be among the areas for improvement towards patient safety (Whitty et al.. 2016), because 
evitable errors were reported (Mukhopadhyay et al, 2014; Lee el al, 2014) Worldwide, 
literatures demonstrate how exposing service users to adverse events (AE) pul their safety at risk, 
delaying their access to the right treatment, recovery and discharge (Holly and Poletick, 2013). 
Considerable human and financial cost were reported due to the unpreparedness to evitable 
emergencies, wasting time by going back to written reports to cross- check information about 
patient care (Ofori- Alla. Binienda and Chalupka. 2015). 

Lee et al (2014) and JOHNSON and CO WIN (2012) identified the types of handover: 

1. Verbal handover (at bedside with patient involvement) 

2. Away from the patient (in office) 

3. Taped handover 

4. e- handover 

5. Non- verbal handover/ structured documentation- personalised notes (rough pieces of 
paper, patients' case sheets, written reports) 

6. Or combinations of either of the above style. 

To address the change in practice. 4 major themes will be analysed in this literature review : 
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1. Improved care 


2. Paticnl satisfaction 

3. Nurse satisfaction 

4. Confidentiality 


* IMPROVED CARE 

A high percentage of patients pass away w hen admitted to the ICU (Ganz et aL 2014). as death 
is a rude reality in this area. Essentially, good quality handover about palliative treatment/ pain 
management therapy is of utmost importance to increase quality of care, alleviate dying patients’ 
sufferings and provide them with a good death (Ganz cl al., 2014). Information about the holistic 
aspects of care of all patients in ICU need to be transferred during handover, no matter if they are 
to die in the next future, or found incapacitated with a long- term condition (Ganz et al., 2014), 
Going extra mile at this level improves service satisfaction 

Holly and Poletick (2013) found taped handoff effective in a busy ICU setting, as it plays back 
misinterpreted information from other handover formats. Somehow. Lee et al (2014) found (hat 
this approach hindered the listener to ask questions, increasing misinterpretation. In the 
Rodriguan context, taped handover is not feasible because it will cost (he organisation to invest 
in the tools required. 

Mukhopadhyay cl al (2014) descriptive study allowed them to conduct the interview to seek 
deeper, beyond the questions asked (Clcvcrism. 2017). to extract the maximum possible data on 
the impact of omission of information during verbal handover on patient safely. Holly and 
Poletick (2013) and Drach- Zahavy et al. (2014) found that verbal handover disadvantaged to 
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patient’ s safety. Face- to- face questioning helps them to enter into the respondent' s 
perspectives {Holly and Pole lick, 2013), by observing their body gestures, eye contact, facial 
expressions and mannerisms (Oltmann. 2016). Additionally, authors found incongruence 

between (he contents of desired and practiced verbal handover, from the oncoming and outgoing 

□ 

nurses perceptions, leading to loss of information regarding patients care (Drach- Zahary et al. 
(2014) and Braaf et al. (2015). 

However. Kitson et al (2013). found that care was improved during written handover, instead of 
being said verbally. They adopted a narrative mcihodologv to gel deeper insight and broaden 

m 

their view on the extracted data (Kitson et al, 2013). Moreover. Zahary el al. (2014) and Whitty 
et al. (2016) agreed that face- to- face handover improves care by allowing nurses to cross- check 
information, thus, reducing errors. The oncoming nurse can assess details from her own 
perspectives; seeing, touching and listening to the patient. The benefits of nurses using their 
senses during verbal handover was mentioned in Kitson el al. (2013) and Anderson et al. (2014) 
Hearing (he received information allowed them to ask questions (Kitson et al., 2013), and. seeing 
aided to recall back details about a sighted patient (Anderson et al.. 2014). 

Furthermore, authors documented that patient falls were less frequent on implementing bedside 
reporting (BSR) and shortens the delay of hospitalisation (Sand- Jecklin and Sherman. 2014). 
BSR kept patients belter informed about their care plan, increasing their compliance as 
stakeholders to promote their own health (Sand- Jecklin and Sherman. 2014; JOHNSON and 
COWIN. 2012). However, in the study by Sand- Jecklin and Sherman (2014), data were 
collected from the nurses' point of views instead of the patients perceptions directly. In 2014. the 
Department of Health (DOH) stated that wrong medicat ion and exposure to risky drugs (Opiods/ 
insulin) in an ICU can be fatal ((Braaf el al. 2015). Nurses, being on the forefront are called to 
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advocate for palicnl safety, and adhere to the Nursing and Midwifery Council (NMC) code of 
practice (Ofori- Alta. Binienda and Chalupka. 2015). 

On the other hand, there is a growing body of evidence favouring written handover as a mean to 
recall back information lost during verbal handover (Drach- Zahary el al. 2014: Mukhopadhyay 
et al , 2014: JONHSON and COWIN, 2012: Whitty et al. 2016). But, if verbal BSR is to be 
implemented, team nursing should be favoured against job allocation (JONHSON and COWIN. 
2012). BSR limits the practice of job allocation since all nurses would have to know all their 
inpatients. In congruence to this finding. Whitty et al.. (2016) found that patients* preferred the 
minimum, allocated nurses to be present during face- to- face handover, instead of getting (he 
whole team present, as they feel intimidated and lose confidence in front of loo large an 
audience. 

Q 

Compared to Drach- Zahavy et al. (2014) and Sand- Jecklin and Sherman (2014). Lee el. al 
(2014) found no improvement in care when combining written and verbal handover, as their 
outcome were same. JONHSON and COWIN (2012) on his side, found the reconcilement of 
written and BSR beneficial, as written handover supplements BSR w ith additional information, 
making it more reliable Written handover could be aided by using tools (e- while board, 
handover sheets, patient charts and written nursing notes) to enhance the sustainability of BSR 
implementation (Drach- Zahavy el al., 2014; Sand- Jecklin and Sherman, 2014) 

• PATIENT SATISFACTION 
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Critically ill patients' care in ICU is highly demanding, as patients go through hard times 
surmounting stress and anxiety, coping with harsh treatment, investigations and heavy diagnoses. 
Patient satisfaction is affected by how nurses handle these variables Some found verbal 
handover tiring, as nurses use incomprehensible terms, but these findings were either unreported 
or conducted with too small sample sizes (Sand- Jecklin and Sherman. 2014). 

Drach- Zahavy el al. (2014). conducted their study in Israel and found BSR values the nursing 
profession, as patients viewed nurses to be more professional when using jargons, which 
according to them, reflects good professional skills (Sand- Jecklin and Sherman. 2014). 
Concepts, beliefs and thoughts of Israeli patients obviously differ from ours, from the ethical, 
moral and cultural point of view. Kitson et al (2013), on their side, found that jargons increased 
nurses' satisfaction as they desisted patients' involvement, therefore, reducing lime for handover. 
Nurses accepted jargons only if used commonly, but should not be used routinely (Braaf el al., 
2015). 

Patients managed stress differently with different handover formats. Sand- Jecklin and Sherman 
(2014) found that BSR stressed them more when they repeatedly heard about their state of health 
and it’s likelihood to breach their confidentiality. Although their study was not conducted in an 
ICU (Sand- Jecklin and Sherman. 2014), the blended approach to handover and its outcomes 
were relevant and give a sense of reasoning to this dissertation. 

0 

Drach- Zahavy et al. (2014). Sand- Jecklin and Sherman (2014) and Whitty el al. (2016) sought 
to explain differently, as patients were less stressed with BSR because (hey were more informed 
and obtained clarification about their health. Holly and Poletick (2013) demonstrated that BSR 
enhances transparency and promote patients* autonomy as the latter become proactive 
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stakeholders of their own health. BSR enable shared decision making, as patients gel engaged in 
a two- way communication (Whitty et al.. 2016: Kullburg et al., 2017; Anderson et aL 2014; 
McGimi. 2017). The Institute for Patient and Family- Centered Care, found that patients are 
satisfied by this style of handover (McGinn, 2017), 

When they hear professionals talking about (heir health, patients are empowered to take part in 
(heir care (Kullburg et al,. 2017). which McGinn (2017) characterised as being a potential key to 
improve quality, safety and patient satisfaction In contrast, Kitson et al. (2013) documented that 
patients perceived nurses to act too patemalistically. excluding them in the process, as topics arc 
raised, about, but w ithout them. In the study by Anderson et al. (2014) patients inverted this role 
and preferred to act passively, being patronised by nurses, because not all patients desire the 
same degree of interaction Whitty et al. (2016) supported the fact that most patients preferred 
nurses to communicate sensitive information away from them. 

Under these circumstances. Drach- Zahavy et al. (2014) suggested that handover should be 
blended to reduce errors and omissions, from written and BSR (Kitson et al. 2013). Although the 

B 

findings came from a small sample (Drach- Zahavy et al.. 2014). the study by Sand- Jecklin and 
Sherman (2014) with a bigger sample showed that blended handover style is effective. A more 
updated review conducted in an oncology department in year 2017 compared nurses' and 
patients' satisfaction when subjected to BSR (Kullburg et al.. 2017). In Rodrigues, cancer or 
terminally ill patients are nursed in (he ICU of the Trust because there are no oncology unit in 
Rodrigues. While caring for cancer patients, it is important to avoid AEs by handing over 
accurate medication information about their high- risk medications (Kullburg et al., 2017) and 
but pass on information about any pressure injuries and nasocomial infections 
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Additionally, BSR enhanced trust in the nurse- patient relationship, as patients felt that nurses 
attitude were more friendly, and were happy to identify their caring staff by names and faces 
(Sand- Jeeklin and Sherman, 2014). However, this finding cannot be generalised in cases of 
unconscious or sedated patients. Kitson et al. (2013) sought to explain this in his study. They 
found that patient- centred handover (PCH). was not feasible in all cases, depending on the 
client’s cognitive and physical status, and. the nurse's interpersonal skills to engage the patient, 

• NURSE’ S SATISFACTION 

In a study conducted by (Ganz el al.. 2014) assessing the difference of end- of- life quality 
handovers in 3 different countries (Israel. Australia, UK), issues around the legal and ethical 
aspect of handover was raised: do not resuscitate (DNR) status and surrogate/ proxy for 
advanced directives (AD). Trends were observed in decision- making about death according to 
culture, whereby in UK and Australia, the AD allows a dying patient to design a surrogate in 
decision- making about his care as he approaches death In Israel, it is a criminal act to withdraw 
treatment to a dying patient, and withholding is acceptable (Ganz el al., 2014), In Rodrigues, 
although no legislation proxies a second party in decision making about one’s death, life should 
be sustained by healthcare providers as a fundamental human right. The commonest information 
to be communicated about Rodriguan patients handover approaching death, is their spiritual and 
cultural beliefs For instance, handover of the visit of the priest for a patient’s last rite during the 
next shill is very important. Moreover, incoming teams should be informed about families’ 
preferences in taking over the corpse of (heir late one. because it has always been deep-rooted in 
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our cultural and tradition to perform the last office at home prior to burial. Missing those 
information during shift change would cause additional harm to grieving families. 

Holly and Poletick (2013) found it difficult to decode mformation communicated in jargons 
verbally. However, to counter this language barrier. JONHSON and COWIN (2012) found that 
nursing notes, e- white board, handover sheets could be useful. Holly and Poletick (2013) 
explained (hat (he strength of the information handed over reflected how much the nurse knew 
about her patients. If a nurse does not know her patients' care well, she will lose confidence and 
be unmotivated to practice BSR (McGinn. 2017). Incongruence exists between what the 
outgoing nurse say and what the incoming nurse actually perceives about patients (Holly and 
Poletick. 2013; Drach- Zahavy el al., 2014; Kitson et al., 2013). They all reflected the 
hurriedness of the outgoing nurse to handover shortly, making it more difficult for the incoming 
team to recall back, as they expected to hear detailed handover. Holly and Poletick (2013) found 
that verbal handover reduces nurses' reliance on written reports, which increases the likelihood 
of omitting information. Adversely, Drach- Zahavy et al. (2014) sought to explain that if 
properly implemented, verbal handoff could detect erroneous information by double- checking 
and anticipating unexpected events from their intuition. McGinn (2017) agreed that verbal 
handoff could improve care by cross- checking information by both, coming and leaving teams, 
because together (hey were able to check patients' chart, intake and output monitoring, 
intravenous lines, pumps, drains, catheters, and dangerous drugs as well. 

Holly and Poletick (2013) documented that most senior nurses preferred to handover to other 
seniors, although junior nurses felt odd. This behav iour is explained in Lee et al. (2014) who 
found that senior nurses expressed more concern and were self- confident to their reporting. The 

m 

work by Kitson el al. (2013). Mukhopadhyay el al. (2014). and Braaf el al (2015) demonstrated 
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how the quality of handover depends on the nurse 's experience and knowledge. Beauchamp and 
Childress (2001) clearly demarks expert nurses as they transit from novice to expert, from 
acquired experience and professional maturity. 

Verbal handover facilitates staff cohesion and consistence to follow the same cultures and values 
(Drach- Zahavy et al., 2014; Kitson ct al., 2014). This gives (he opportunity (o define (heir group 
identity, as il orients incoming teams to the ward cultures, traditional rituals and (he use of 
common language (Holly and Polctick. 2013; Drach- Zaha\y et al., 2014 and Kitson el al 
2014). Il allows nurse mentors/ leaders to use management and leadership skills for teaching and 
coaching (Kilson et al., 2013. Sand- Jecklin and Sherman. 2014; McGinn. 2017). Acquiring 
knowledge from theory alone does not determine learning, but. knowledge can be acquired from 
others sharing (heir experiences (Beauchamp and Childress. 2001). Verbal handoff is a 
supportive forum for nurses lo seek for emotional and psychological support from their 
colleagues (Kitson et al., 2013; Holly and Polctick, 2013) It is a lime where difficult events 
encountered during their shift couid be communicated, as they could not be shared with families. 
This style encourages good teamwork spirit in good working climate (McGinn. 2017), and 
develops the sense of quality leadership (Kitson ct a!., 2013). 

To render the process more effective. Drach- Zahavy el al. (2014) documented that outgoing 
nurses should handover as per patients' body system, course of hospitalisation, or according to 
what tasks have been carried out during the shift, for instance, communicating that a folley' s 
catheter was inserted during the shift to monitor kidney function. As for incoming teams, verbal 
communication should be cross- checked with seeing and touching the patient, and. by 
consulting written reports, in a blended approach to communication (Drach- Zahavy cl al.. 2014). 
Equally. Kitson et al. (2013) documented that il is not necessary lo include all patient's details in 
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verbal bedside handover because what has been said verbally should be documented somewhere 
in the written notes. Duplicating reports would delay the process and results to dissatisfied 
nurses The environment before handing over specific topics should be considered prior to the 
process (Kilson et al. 2013). 

Drach- Zahavy et al. (2014) staled that BSR took more time, limiting the nurse's ability to focus 
and recall important information told Sand- Jecklin and Sherman (2014) and McGinn (2017) 
evidenced the contrary, as they found nurses to focus on the patient, making the reporting more 
relevant and concise with BSR. BSR is cost- effective to the health care system as it reduces 
overtime to be paid (Sand- Jecklin and Sherman. 2014*. McGinn. 2017; Anderson et al.. 2014). 
Restricting patients' participation in handolT is against the ACSQHC (Braaf el al.. 2015). and the 
Swedish legislation (Kullburg et al., 2017). Doctors were more satisfied with nurses who 
perforin BSR as they were more informed about the patients they cared after (Sand- Jecklin and 
Sherman. 2014; Anderson et al. 2014). Moreover, BSR allows the incoming nurse to match a 
face to the sighted patient, hence, aiding to recall back from what has been communicated BSR 
encourages peer socialisation and increases nurse satisfaction and accountability (Sand- Jecklin 
and Sherman. 2014; McGinn. 2017; Ofori- Atla. Binienda and Chalupka. 2015). Despite the 
multiple advantages of BSR reflected in this study, findings cannot be generalised. 

• CONFIDENTIALITY 

0 

5 out of the 16 articles related confidentiality to BSR (Anderson et al. 2014; Sand- Jecklin and 
Sherman. 2014; Kitson et al, 2013; Whitty et al, 2016; McGinn, 2017). Sand- Jecklin and 
Sherman (2014) considered confidentiality as an inevitable variable impacting on nurses' and 
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patients' satisfaction. Despite the multiple benefits around BSR. nurses show reluctance to 
implement it because it can breach patients' confidentiality. Consequently, they extend handover 

away from bedside, excluding the patient in decisions about his care (McGinn, 2017). Disclosing 

ESI 

confidential information in front of others regarding a patient is a violation of the Health 
Insurance Portability and Accountability Act (HIPAA) (Ofori- Atla. Binienda and Chalupka, 
2015). Moreover, nurses are embarrassed to disclose pertinent information at bedside about a 
patient's unseen reports/ results by doctor (McGinn. 2017). 

Surprisingly. Kitson el al. (2013) found that nurses were more concerned to maintain patients’ 
privacy than patients themselves. But the differences in perceptions of sensitive information 
from the patient’s and nurse’s point of view should be considered prior to choosing a model for 
handoff (Whitly el al., 2016). What patients perceive as sensitive information might be 
differently perceived by nurses. For similar reasons, Anderson et al. (2014) found office 
handover more effective. However, both authors highlighted (he need to train staffs how to 
effectively practice BSR to promote patient safety. SBAR handover tool (Situation, Background. 
Assessment. Recommendations) was found to improve patient safety together with BSR (Sand- 

OI 

Jecklin and Sherman. 2014; Anderson el al., 2014. Braaf et al., 2015; Ofori- Alta. Binienda and 
Chalupka. 2015). There is sufficient evidence to the support the effectiveness of a mixed 

s 

handover style, with sensitive information discussed away from bedside (Anderson el al.. 2014; 
Braffel al.. 2015; Sand- Jecklin and Sherman. 2014; Ofori- Alta. Binienda and Chalupka. 2015). 


18 



PROBLEM STATEMENT 


Nurses in the ICU were well- informed about their responsibilities to advocate for patients in all 
aspects. However, it was well recognised by them that, legal, professional and ethical dilemmas 
arose around issues with handover. Patients and staffs were dissatisfaction with the current 
practice in ICU. Breaches of confidentiality were often reported, with mention of sensitive 
topics, or overhearing of other patients' information Some patients complained about the 
paternalistic approach of the nurse, as they were not always informed about their care. Gender 
was often a problem in providing care, since nurses of both sexes were posted in the ICU. Male 
nurses encountered dilemmas in attending the call of gynaecological patients, in the absence of a 
female nurse. 

Nurses handover various times a day But for this study, focus w ill be on end of shift handover, 
starting at 7.30am (ill 6pm. covering 10 12 hours. As for night shift, it starts at 6pm till 7,30am the 
next day. lasting 13 ’ 2 hours The unit is a 6- bed capacity, plus a neonatal corner, 
accommodating an artificial ventilator. The average staffing is two nurses of opposite sexes plus 
one charge nurse. During night shift, only 2 nurses are on call, because the charge nurse works 
day duty only. 

Receiving teams found that outgoing teams hand over hastily, often leading to misinterpretations. 
Most of the staffs posted there lacked transport facilities and resumed duty not earlier than 
5.50pm (oncoming night shift) and between 7.45am to 8.15am (oncoming day shift) 

Moreover, there were no fixed approach to handover and the process was carried out follow ing 
traditions, in an informal way. This situation is not different worldwide (Lee el a!.. 2014), as 
nurses did not receive formal training in handoff. This why Rodriguan nurses developed unique 
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ways to handover, with limited evidence- based approach. They were confused about which 
information was best to include in handover. For instance, some found it most important to 
handover intravenous medication while others did not find it a priority. Traditionally, handover 
is conducted at bedside, without patient interaction, even when conscious and alert 
Unfortunately, verbally told information were not always documented in written reports or vice 
versa. Individually, they chose the type of handoff they want to adopt, depending on their 
preferences, or circumstances To catch their last bus at 6pm, some nurses use to handover 
hastily, in office. 

The current was chaotic and did not protect patients' confidentiality. Often, the process was 
interrupted. Jargons were used for patients not to understand. The setting of the unit did not 
favour a confidential handover. The beds were aligned in a Nightingale pattern, separated by 
curtains Terminally ill patients from cancer found it a burden to overhear (heir prognoses. 
Patients who recovered from unconsciousness reported that they could recall back overhearing 
sensitive details about their condition, which could have been withheld at bedside, despite 
unconsciousness. 

Another problem reported by nurses was the allocation of duties and responsibilities as soon as 
handolf was over. Job allocated staffs often missed important aspects of patient care when 
executing tasks. 

In an ICU, patients require continuous monitoring and care. Unfortunately, redeployment of 
staffs due to absences lead seasoned nurses to shift in the ICU. This poor management practice 
reduced the quality of care and wasted time in reorienting the new nurse, hence, disrupting the 
continuous supervision that should have be paid to patients. 
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The literature review evidenced the need for implementing a blended handover style, 
contextualised to the local setting to fit the clinical area. 

THE NEED FOR CHANGE 
SWOT analysis 

A diagnostic analysis like SWOT (strength, weakness, opportunity, threats) will be used as it 

61 

helps to identify internal and external factors that will influence the change implementation 

m 

(Sinallbusiness chron.com. n d.) (appendix 2). The strengths and (he weaknesses are (he internal 
factors. Opportunities and threats have to do with external factors, such as environmental factors 

The strengths of the implementation of a blended handover style was the motivation, enthusiasm 
and willingness of nurses to change their practice. Staffs were convinced (hat blended handover 
approach (BSR, verbal, written aided by SBAR) is the most feasible style for nurses to report 
(Sherman. Sand- Jecklin and Johnson. 2013), depending on situations and contexts. 
Occasionally, the proposed format was practiced by some nurses. Health policy makers 
recognised the failures of the current practice and did not show resistance. The nursing 
administrator (NA), supervisors and other nurses in the Trust supported the change. The 
committee members of the nursing association also actively participated to it" s implementation. 

The w eaknesses were identified as nurses’ ignorance of existing handover tool, their reluctance 
to learn, anxiety and fear of the unknown. Some nurses did not know the importance of an 
effective handover. Moreover, no single guidelines were set for them to follow which best style 
fits a particular situation. They handed over, indifferent of their seniority level, depending upon 
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the most available nurses at the time of handoff. Factors like workload and lack of staffs also 
weakened the change implementation. 

The opportunities were the use of skills and knowledge acquired to construct a blended format 
for handover in ICU. hence, improving care in 4 aspects: patient care, confidentiality, nurses’ 
and patients' satisfaction. This utilitarian approach sought to bring greater benefit most, 
improv ing the cost- effectiveness of the organisation. 

The ward setting was identified as a threat, as all beds were aligned in a single hall, separated by 
curtain and the risk of breaches of patients' confidentiality was high. Additionally, patients’ 
preference for a particular handover style did not match to that of nurses. Latecomers and 
inflexibility from superv isors to supply staffs in case of need/ workload were also seen as threats. 

CHANGE PROPOSAL AND FEASIBILITY 

The change proposed will be backed by evidences from the literature review BSR enables 
nurses to visualise the patient, review his care plan and assess any hazard endangering his safely 
(MalcKzadch ct al., 2017). Nurses were encouraged to adhere to the blended handoff style to 
improve the healthcare system of the Trust, using facts from the literature reviews. But it was 
kept in mind that, whenever there is change, there is resistance. However, change could be 
challenged by educating people, reasoning (hem about (he need to change, hence, facilitating 
negotiation and getting (hem to agree (Kotter. 1997). 

They were informed about their responsibility to practice for patient safety, as per the NMC code 
of practice (Middleton and Llewellyn, 2016). and. the new protocol was suggested. As 
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recommended by the AHRO. a pilot study, was conducted on a small scale, to facilitate a change 
implementation (Ofori- Atta. 2015). A pilot study was conducted for 7 months, on a small scale 
(ICU nurses only) to get feedback from them about the change (action plan, appendix 3). All the 
staffs of the unit participated voluntarily. To attain (he objectives of the study, focus will be on 
educating the nurses, by continuous nursing education (CNE). to develop their interpersonal, 
managerial and leadership skills (Lu, Kerr and McKinlay. 2013). This change in attitude will 
lead them to behave diplomatically in situations like having to delay the response to a patient" s 
question requiring lengthy explanations, by tactfully explaining the latter to be patient because 
she will return to her soon. Later, an audit would be done to monitor the effectiveness of the 
policies implemented 

The shortcomings of the actual practice were identified and other formats of handover were 
suggested, aided by SBAR ( Sand- Jccklin and Sherman. 2014; JOHNSON and COWIN. 2013). 
SBAR is new to Rodriguan nurses, but after acquiring know ledge from education, they would be 
more informed to use it as a written guide to recalling (Spooner et al., 2016). PowerPoint 
presentations on how to conduct the implemented change was provided to familiarize them to the 
SBAR and the change proposal. 

issues pointed out in the problem statement were raised during meetings, organised after 
permission was granted by the NA through the nursing hierarchy. Nurses from all seniority 
levels were requested to be accountable and responsible to use the new 1 model. Duties should not 
be allocated because, as evidenced, ail should gel involve in tasks around patients they care to be 
able to handover properly. Responses were recorded. 
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The NA acknowledged that the posting of a single charge nurse to the ICU was a weak point. 
But she stated that it would lake lime and cost the organisation because it is a governmental 
policy to promote nursing officers to nurse- in- charge However, to increase the nurse patient 
ratio, the NA suggested the allocation of overtime nurses to increase the number of staffs from 3 
to 5. Equalising the ratio did not guarantee better care, because some might rely on others to 
complete (heir work. Attention was brought clear on that issue to support why only 2 more 
nurses were added. Additional remuneration would be paid for this excess work. This feasible 
policy would benefit at all levels: facilitate implementation of the new protocol, discourage 
malpractice, increase staffs' satisfaction by decreased workload, and acquiring additional pay. 

Unfortunately, the timing of the ending shifts could not be modified, because it has been a 
longstanding policy in Rodrigues since decades. Staffs were accustomed to it. Bringing a change 
at this level would increase (he force against the change (O' Malley, 2014). Anyway, our local 
context detriments to this change because public buses do not operate after 6pm and staffs would 
have difficulties to come to work and go back home. However, (he NA laid emphasis on 
improved punctuality, at a reasonable time enough to allow an effective handover, failure to 
which disciplinary actions will be taken, because nurses need to follow code of conducts and 
disciplines. As for the gender issue, it was decided that nurses should treat patients of the same 
gender as them. 

It was expected that the change will result in happier and healthy patients as getting (hem to 
participate kept them better informed and compliant to their care plan, reducing rcadmissions and 
workload (Spooner et al.. 2016). This would enhance Rodriguan nurses’ satisfaction, as they 
become better educated and professional, shifting from traditional to internationally recognised 
practice. 
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LEADERSHIP AND MANAGEMENT 

Q) 

Nurses play a vital part in health care organizations because, how they are managed by their 
leaders, can drastically affect their performance and influence the quality of service. Yukl 
believed that leaders are those who stand to lead a group, and arc followed by subordinates 
(Wirba. 2015). Leaders' perform by charisma, motivation, inspiration, personal integrity, 
reflection, commitment and self- confidence (Wajdi, 2017 and NHS Leadership Academy, 
2017), Warren Bennis found them to be individuals capable of influencing people's thoughts, 
beliefs and behaviours, empowering their participation, while coaching them, towards achieving 
a similar goal (Press. 2017). Leaders show deep appreciation of the work executed by their 
subordinates, contrary to managers who maintain discipline (Wajdi. 2017), and spend lime 
identifying and so King problems through decision- making (Shuldham, 2008). 

Kotter (2009) defined management from Henri Fayol as the ability to plan, organise, budget, 
coordinate and monitor activities for an organization. To do so, a good manager should possess 
good technical, delegation and good human relation skills (motivation, leadership and 
communication), because they negotiate with, and execute their work through people 
(Thompson. 2004). 

However, Kotterman (2006, cited in Wajdi. 2017) recommended that for an organisation to 
flourish, both, leadership and management, should be used effectively, because, a leader may not 
possess the qualities of a manager, or vice versa. Ideally, managers strive to be good leaders to 
manage effectively, similarly, do good leaders to develop good management skills. Therefore, 
nurses were called to cultivate both, leadership and management skills, for optimal results 
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(Wajdi, 2017). Those skills would facilitate negotiation with the ICU nurses as they help to 
reduce turnovers, promoting a safer climate in hospitals. 

During change, emotional instability is felt within the organisation, which can affect the rate of 
productivity. It is a time of grief, during which employees mourn the loss of the current practice 
(Ktibler-Ross et a!., 1972). Nurses behaving in an accustomed manner, increase their resistance 
to the change. Leadership skills would keep them focused on the change proposed, instead of 
focalizing on feelings, because emotions withhold people back despite motivation (Roller. 2009) 

In Rodrigues, the authoritarian leadership style would create conflicts, it is human to refute from 
being more criticized than praised. The laisscz- faire style would stress nurses, as they would not 
feel secured enough without the leader' s guidance The transformational type of leadership 
theory' was used to keep ICU nurses motivated for the change, because it empowers good leaders 
to make people accept the proposed change (Wirba. 2015). Transformational theory creates 
situations within the organisation which will allow their subordinates to exploit their leadership 
skills, and grow as leaders. This theory empowers others to participate in decision making 
(Epitropaki and Marlin. 2017). Transactional style would enable health policy makers to collect 
all the nurses’ opinions during discussions so that their views are taken into account before 
implementing the change, hence, reducing resistance. 

To increase the feasibility of the change, a suitable management style w ould be used. The Total 
Quality Management (TQM) would benefit the change, because it functions in line with the 
quality management programs set by all hospitals (Al- Shadaifat, 2015). TQM meets patient 
satisfaction bv continuous customer centred efforts, thus, increasing nurses’ satisfaction, 
teamwork and improve the performance of the organisation (Talib and Rahman. 2011). A 
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customer need analysis (a patient satisfaction survey) was carried out to get feedback from 
patients. This will facilitate the designing of the proposed change. As for staffs’ satisfaction. 
TQM favours training and education (Talib and Rahman. 2011), increasing their knowledge and 
skills. 

CHANGE THEORY MODEL 

The Lew in's three phase model will be used to identify any barriers to the change and how to 
counter them (Hussain el al., 2016). This model was favoured because it is clear and 
comprehensible, based on the concept of a melting ice cube, melting so that it can be changed 
(unfreeze), moulded in desired shape (change), and finally, solidified to the new desired shape 
(refreeze) (Malekzadeh et al.. 2017). Research evidenced that when using this model during a 
change implementation, (he normal functioning of the organisation is not affected (Mitchell, G„ 
2013). 

• Unfreeze 

Unfreezing gets the organisation prepared to accept the change, addressing the need for it. 
During this phase, the organisation needs to break down (he existing status qua before a new 
practice is suggested (Malekzadeh et al.. 2017), and have to convince nurses that the existing 
practice cannot continue, by educating them Autonomous patients al (he centre of their care feel 
well cared after, more confident and safer (McGinn. 2017). 

Unfreezing disturbs nurses from their comfort zone and causes resistance to change. To revert 
back to equilibrium, they require motivation and inspiration; qualities possessed by a good 
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leader. To reach this equilibrium. Lcwin used the force field analysis (O' Mailcy. 2014), which 
will also be used for the purpose of this study. It analyses the forces for and against the change, 
and. communicates the reasoning behind the decision made. Unfreezing would facilitate 
communication about what nurses identified as barriers, evaluating the forces for and against the 
change through discussions. Informal discussions could be encouraged among nurses to clear 
(heir doubts. The force for change were motivated nurses, readiness to learn and promote patient 
safety, support from health policy makers and nursing hierarchy, while the forces of resistance 
were the negative altitudes from nurses, adherence to old practice, reluctance to learn and fear of 
the unknown, Educating the nurses would overcome this resistance as they learn about the 
benefits of the change for the organisation to succeed (Malckzadeh et aL 2017), swinging the 
balance back towards the driving force (Change Management Coach. 2017). Training should 
provide statistics and evidence about the benefits of implementing a blended handover style, 
depending on the context, because no unique handoff format is feasible everywhere (Smculers. 
Lucas and Vermeuler. 2014). 

Lcwin stated that emotional intelligence helps to understand people's experience and why they 
resist to change (Change Management Coach. 2017). Nurses should be taught how to culture 
leadership and management skills to increase the driving force, so that they can advocate for the 
change. Frequent communication through an open door policy would allow them to discuss 
concerns, hence, reducing barriers against the change 

• Moving 

During this phase, the most plausible strategies for the change are developed and implemented 
(Malckzadeh et aL, 2017) as nurses arc less resistant, participate actively in the change and arc 
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ready to move from their comfort zone. Nevertheless, appropriate time should be given for them 
to feel comfortable with the change because this period is lengthy. But. once they would see the 
benefits of the change, they would begin to take ownership and drive it (Change Management 
Coach. 2017). 

A change leader was delegated to oversee and monitor the change. He should possess blended 
leadership skills, to persuade nurses that the current practice is ineffective. Moreover, nurses 
would be mentored and coached, to help their transit through the culture change (Spooner el al, 
2016). Then, the development of guidelines w ould follow, to demonstrate nurses how to proceed 
through the change. Nurses were allowed to suggest protocols, to get them all involved and 
become leaders. 

The protocols recommended by the nurses, the NA and the higher policy makers were collected, 
and. arranged as a checklist for clinical handover in two phases as below. This was taught to 
nurses in coaching sessions, and they were requested to comply to these guidelines and show 
competence. 

Phase 1 

Away from bedside/ iit office 

Prior to handoff all nurses should attend recap sessions. The unit could be covered by the nurse 
leader/ mentor 

The room chosen should be free from distractions, specially assigned for handover meeting 
The senior nurse leads the meeting, aided by SBAR chart of all the inpatients, providing broad 
overview of key issues and laying emphasis on special cases (example, unstable patients, allergic 
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history, infectious cases) 

Present staffs can interact during the briefing, to clarify or add any missed details 
Reference should be made from patients' bed chart, prescription cards and ease sheets 
In such circumstances as situations and contexts, sensitive details should be handed over in the 
meeting away from the patient (example, results of investigations, communicable diseases. 

serological status (HIV/ AIDS), diagnosis, unseen reports bv doctors, prognosis) 

___—_ ’ ___ 

Patients and families should be informed of their choices of handover, and invited as much as 

possible to gel involve, unless consent not obtained from the latter to include relatives 

The senior most nurse should lead the process, but. all shift nurses are required to get involve 

and be informed about all details of patients. 

The incoming night shift team should sign in by 17h30, to obtain accurate and detailed handover. 
Staffs would be motivated to be on time, and enhance nurse satisfaction as they would be able to 
end shift on time (6pm), instead of later, in current practice. 


Phase 2 - bedside handover 

At bedside 

Obtain patient’s consent for bedside handover. Follow these principles: 

1. Preparation 

Check and update bed charts, handover sheets, day reports 
Inform patient that handover will take place 

Ask consent if relatives are to be included in handoff as patients alone, decide whom to 
inform about their health. If consent is not given, patient' s autonomy should be 
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respected Then, the nurse should use his professional and interpersonal skills to 
courteously inform the relatives. 

Ensure that all visitors left. 

Check patients comfort (pain assessment, soiled linen or clothing, pressure points) 

2. Introduction 

Outgoing team greets patient and introduce oncoming team 
Update staffs name on a fixed whiteboard, visible by the patient 

3. Handover style 

Agreement should be set on the choice of communication 
Use SBAR communication tool 

Use simple language, comprehensible by the patient. No jargons. If details are written: no 
need to read reports to avoid repetition 

A delegated nurse to counter interruptions: answer phone calls, deactivating alarmed 
machines, entertain relatives. 

Do Not Disturb Sign placed in front doors to inform incomers about procedure in 
progress 

4. Get patient participation 

The degree of participation should depend on their ability to participation (cognitive or sensory 
limitation) and the content of the report. 

In ICU. sleep is a key factor for recovery. Patients should be asked whether they would like to be 
awaken if asleep during handover so that they can participate. 

5. Check patient safety 
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Ensure privacy and confidentiality (it will require a budget to change the unit setting, but 
instead a change in nurses' altitude is possible by cultivating positive attitudes) 

Check proper functioning of apparatus, alarms, oxygen supply 

Check patients (infusion lines, drainage lubes, urine output): by evaluating the patient's 
the body systems, from head to toe. starting with the neurological status and the renal 
function, viewing the urine drainage from the tube, state. 

Rcchcck charts- patient bed chart and cross check with prescription cards 

6. Ending handover 

Allow intervention of both patient and oncoming team for clarification 

7. Move to the next patient 

The ty pe of handov er v ary from patient to patient, depending on their situations. 

Restart the protocol while moving to the next patient. 


Refrce/c 

This stage encourages individuals to fix the reached state, by remaining adhered to the learnt 
behaviours, hence, avoiding to go back to ancient practice. Continuous superv ision, mentorship 
and education was provided to support adherence to the new protocol (Sherman. Sand- Jeckiin 
and Johnson, 2013). As healthcare providers, nurses arc committed to prov ide beneficence and 
non- maleficence to patients, and. exposing them to AEs from ineffective handover is a violation 
of their professional code of practice (Smculers. Lucas and Vcrmculcr, 2014). Ineffective 
handover increases rework, having to go back to documentations and w aste human and financial 
resources (Smculers, Lucas and Vcrmculcr. 2014). 
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The NA acknowledged ihc setting up of supporting strategies to help implementing the change. 
Employment performance appraisal systems were put in force as incentives, where nurses could 
accumulate marks for performance. Merits and rewards would be gifted to champions of the 
change and compliant nurses as a rewarding system. Poorly adhered nurses would lose marks 
and would be convinced once again to adopt the new change, 

Once fully operational, an overall assessment should be done for future practice, including a 
summary of problems encountered, success realized and challenges met. Another assessment 
was made 7 months post- implementation to assess nurses' satisfaction. Good teamwork spirit 
and performance was observed. The patient satisfaction survey was done regularly, and found 
that patients were more satisfied with the new protocol. 

CONCLUSION AND LIMITATION 

There is sufficient evidence to demonstrate how, situations and contexts, affect the choice of 
handover (Kilson et al. 2013). Today, patients desire to be informed about their health and care 
plan (McGinn 2017). A successful change in the implementation of a blended handover style 
was made possible by evidencing from the literature review, using a suitable leadership and 
management model. Although employing the concept of the new change improved practice in 
the ICU and reduced errors. CNEs should continue to support and update nurses, as 

m 

recommended by the evidences. However, the haw thorn effect could be a potential limitation to 
this study, as the results could have been affected by ICU nurses' awareness of being surveyed 
(McCainbridge. Witlon and Elboume. 2014). Involvement of relatives was not a focus in this 
study. 
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REFLECTION 


Middleton and Llewellyn (2016) stated that reflective practice empowers nurses to relate what 
they learnt, w ith their code of practice. Reflection helps nurses to make the sense of actions in 
workplace, as they learn by doing Nurses who reflect on own practice are able to assess their 
past experience, and become aware of (heir feelings, hence, bringing a positive change in attitude 
for future approach (Paterson and Chapson, 2013). John' s reflective model was chosen to 
explore my experience through this work (O' Callaghan. 2004). 

Since my enrolment to the degree course. I remained confident in the writing of the assignments, 
but. this one perplexed me since the beginning. On starling this study. I went through the double 
loss of a twin pregnancy. It was a hard time for me to concentrate on going through it. and. I 
intended to withhold the course Thankfully. I received inestimable support from my husband 
and devoted classmates, who refocused me on my work. 

Unfortunately. I was challenges by the time factor: starting months later than my mates Worst 
was the poor network connection in Rodrigues, which made my progress through it even 
difficult, arising my fear to finish it on lime. I went through sleepless nights to catch the lateness. 
It was indeed a very painful experience, but I told myself that sacrifice and hard work arc alw ays 
rewarded. 

I was not sure to have the required skills and know ledge to fill the criteria of the module with 
8000 words. It was a challenge for me to chose a topic in which I felt comfortable to write 
because it seemed vast to me. It look me time to finalise on this one. I was satisfied with this 
topic because in fact, I was truly encountering handover issues in my actual placement. Each 
time I found a new academic article. I shared it with the nurses in that unit to inform them about 
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updates in this practice, worldwide. Using my acquired knowledge from this study. I truly 
requested support from the charge nurse to bring small, but positive changes to the current 
practice. Surprisingly, resistance was felt from some nurses and I was able to use learnt 
leadership and management skills and models learnt in this module to counter this It was an 
overwhelming, live experience as I was able to bring theory to practice. I realised that I have 
developed skills that I did not possess before to become obstinate, confident, and decisive. 
Ultimately. I told myself that this writing would not only acquire me a qualification, but it 
enhanced my interpersonal skills and know ledge in my profession, and. in life in general, as I 
developed into a reflective practitioner. I realised that I have grown, professionally and 
inlerpersonally, as I do not feel the same person before and after this experience This reflection 
from my experience allowed me to gain insight for better change in the future (Schwartz and 
Schon, 1987). 

Before the change, 1 took the process for granted because I w as not aw are of it's importance as 
shown in the literature review. As 1 went through the articles. I realised how 1 we have been 
putting patients’ life at risk and behaved unprofessionally. At times, I was reluctant to the 
changes proposed in those articles, as I thought that our practices w ere belter, and would not go 
against it. As I went through other literatures. I found that there were enough evidences to 
support the proposed change, and reject my current practice. It was completely different from our 
current practice, because blended handover formal, as proposed in the change, benefited to all in 
a utilitarian way. Patients, nurses, and relatives were all satisfied. 

Overall. I believe that I handled this situation effectively, as I used learnt knowledge and skills 
acquired to effectively lead and manage the change. I will continue to update my knowledge in 
nursing practice, by referencing from academic literature reviews, to be able to overcome future 


35 




challenges. Anyway, what I thought was impossible was made realistic: critically analysing 
literature reviews. 

It was not easy coping with stress, workload, familial life, work and at the same time realising 
this piece of work, but I developed assertiveness and perseverance from my learning. I am 
confident that in the future, if a similar situation arise. I will be more equipped and 
knowledgeable to tackle the issue belter than this one, shaping me into the nurse I always dreamt 
to be. In the successful completion of this dissertation. I realised that I w as able to overcome my 
feelings and obstacles, by expressing my inner sense of appreciation and inspiration in this 
writing. 
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ABBREVIATIONS 


ICU 

WHO 

EO 

ACSQHC 

AE/s 

BSR 

DOH 

NMC 

DNR 

AD 

HIPAA 

SBAR 

NA 

TQM 


Intensive Care Unit 
World Health Organisation 

Australian Commission on Safety and Quality in Health Care 

Adverse events 

Bedside reporting 

Department of Health 

Nursing and Midwifery Council 

Do Not Resuscitate 

Advanced Directive 

Health Insurance Portability and Accountability Act 
Situation. Background. Assessment, Recommendations 
Nursing Administrator 
Total Quality Management 
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APPENDIX 1 


SEARCH STRATEGY 


Research topic 

The implementation of a blended handover style in ICU to improve 

care in 4 major aspects: patient care, confidentiality, nurse and patient 

satisfaction. 

Databases searched 

EBSCOHOST, Discover Leeds Beckett library. Google Scholar. 

Cochrane library. CINHAL. Wiley Online Library 7 

Key words used 

"Nursing shift to shift handover”, “nursing handoffs”, “intensive care 

unit”, “written handover”, “face- to- face handover”, "bedside 

handover”, "patient- centered” 

Expanders and limiters 

AND/ OR/ NOT Boolean operator, 5 latest years (2013- 2017). peer- 

reviewed. scholarly. English language, academic journals. 
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APPENDIX 2 


PICO 


POPULATION 

INTERVENTION 

COMPARISON 

OUTCOMES 

ICU nurses 

Implantation of a blended 

Compare actual 

• Improve quality care 


style of handover: favoring 

practice to proposed 

• Increase nurse 


bedside reporting, and in 

change 

satisfaction 


particular situations. 


• Increase patient 


shifting to written, office 


satisfaction 


handoff, supported by 


• Respect confidentiality 


communication tools: 


and privacy 


IS BAR 




SWOT ANALYSIS 


STRENGTHS 

WEAKNESSES 

> Positive feedback obtained from nurses for 

> Still, some nurses do not know the importance 

the change 

of an effective handover and take the process 

> Some staffs arc already aware of blended 

for granted 

handover style and practice it occasionally 

> Some ignore the existence of handover tools 







> Higher health stakeholders welcomed the 
change proposal 

> Health policy makers did not show 
resistance 

and answered positively to attend the 
meetings 

'r Most nurses were willing to learn new 
guidelines, in line with international 
rccommc ndat ions 

> Staffs from other units supported the change 

> The nurses' association committee arc for 
the change and actively participated to it's 
implementation 
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(IS BAR) 

> No set guidelines for them to follow 7 which 
best 

style fils a particular situation 
Handover occurs, indifferent of nurses’ 
seniority level, depending upon the most 
available nurses at the time of handoff 

> Resistance occurred from anxiety and fear of 
the unknown 

> Reluctance to learning 

> Independent variables influencing (he 
implementation of the change: workload, lack 
of staffs 




OPPORTUNITIES 

> Use skills acquired to construct a blended 
format for handover in ICU, improving care 
in 4 aspects: patient care, confidentiality, 
nurses' and patients' satisfaction 

> To upgrade quality of care 

> Increase cost- effectiveness of the 
organisation 


THREATS 

> Breach of confidentiality 

> Patients’ preference of handover style 
incongrucnl to nurses' chosen style 

> Ward setting: Nightingale model, as all 
beds aligned in one same room, separated 
by curtains 

> Latecomers 

> Inflexibility of supervisors to supply staffs 
in case of need/ workload 


APPENDIX 3 


ACTION PLAN 


Date 

What will have to he 

effected? 

How will it be effected? 

Involving 

who? 

Week 1- 2 

Introduce the reason of the 

change to ICU nurses, obtain 

their opinions, and 

suggestions 

During teatime (15 minutes break) 

self 
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Week 2- 3 

> Meel the charge nurse lo 

obtain his opinions and 

permission to implement 

the action plan 

^ Point out failures of the 

actual practice 

'> Propose the new change to 

him 

Obtain a meeting with the charge by phone 

Charge 

nurse and 

self 

Week 3- 4 

Follow the nursing hierarchy 

Obtain a meeting with them to explain the 

Self, charge 


to escalate up to the nursing 

proposed change 

nurse. 


administrator lo obtain further 


nursing 


permission 


supervisor. 




nursing 




administrate 




d 

Week 4- 6 

Send invitations to nurses of 

Send convocation letters lo be displayed on 

Self. 


all wards and lo the 

notice board: 

committee 


committee of the nurses’ 

> In wards 

of nurses" 
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association, inviting them to 

attend the meeting. 

> In nurse's mess 

With the help of the nurses' association contact 

all nurses via SMS. their whapsapp/ messenger 

group chat 

association 

Week 6-10 

Collect ideas/ views/ 

The meeting shall be in 2 phases: 

Nursing 


suggestions from all the 

> Week 1 and n eck 2; ensuring that all the 

supervisor. 


guests present in the meeting. 

nurses from different shills get the 

charge 


Note down any negative 

information 

nurse. 


feedback 

> Week 3: with the help of the nurses’ 

association, try to reach those who were 

absent during the meeting by 

communicating resumes about the 

change: give a phone number for them to 

send (heir suggestions and 

> Seek opinion by SMS 

nursing 

officers, 

self 

Week 10-12 

Educate the audience using 

y Make use of a good sound system to 

Self, 


evidenced- base facts about 

attain the most outreach listener, with the 

nurses’ 


the importance, impact, need 

aid of the nurses' association 

association 


for the change, and the benefit 

> Use PowerPoint presentation directed on 

committee. 


(hat the new change will 

a projector to help the audience 

nursing 
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generate 

understand issues around the change 

> Introduce the action plan of how to 

change the normal practice 

> Introduce the effectiveness of a 

communication tool (ISBAR7 handover 

sheet) 

> Allow for open debates only after the 

introduction of the concepts of the 

change 

> Note down positive and negative 

feedback 

administrat 

or, nursing 

supervisor, 

charge 

nurse. 

Week 12- 13 

> Elect a nurse leader 

> Convince staffs within all seniority 

Self, nurse 


> Organise a team 

levels to accept the change, based on the 

leader. 


(supporters of the 

evidences 

charge 


change) to conduct the 

> The nurse leader supervise/ mentor 

nurse 


pilot study 

> the change implantation as it progresses 




throughout the pilot study in the ICU 


Week 13- 16 

> Analyse the data 

> Communicate the findings with all 

Self. 


collected from (he 

present 

association. 


pilot study 

> Obtain feedback. If negative, deal with 

nursing 


> Organise a second 

the forces of resistance and try to 

supervisor. 
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meeting with nurses 


equilibrate the force more towards the 


nursing 


(inviting the health change . If positive, obtain suggestion adminislrat 

policy makers: Health about the implementation date or. charge 

Commissioner, > Set the dale nurse. 

Departmental Head) > Gel the association to pass on the dale to health 

y Get support from absent guests (nurses) via their common policy 

nurses’ association communication platform (whasapp/ makers 

again to set up messenger group chat) 

appropriate 
infrastructures to 
conduct (he official 
meeting 


Week 16- 20 

Support the change during the 

> Organise CNEs: include all nurses of the 

Self, charge 


implementation phase, with 

entire organisation to assist to it 

nurse. 


continuous learning 

> Aided by the association, print the new 

nursing 



guideline and get all wards to expose it 

officers 



on their notice board to inform about the 




change 


Week 20- 24 

> Monitor the progress 

> Audit the change (through observation) 

> From a patient satisfaction survey, obtain 

Self 
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> Evaluate its 
effectiveness 

through analysis 

Week 24- 28 Encourage nurses to adhere to 
(he new practice 


patients opinion 


> Gel feedback from interviewing nurses 
about to evaluate (heir level of 
satisfaction 

> Overcome resistance/ negative attitudes 
by education 


> Continue leaching and learning sessions 


Self 


(CNEs) 


> Keep nurses informed about updates in 
international guidelines for handover 
y Formally communicate findutgs to 
Health Commissioner and Departmental 
Head to obtain their approval and to take 
expected measures to support the 
organisation (policy making) 
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Constraining 

despite 




factors 

findings and 




according to 

outcomes 




context (noise. 
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handoffs another setting. 

Qualitative 
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researcher to 
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perspective, 
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handoff. 
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questions and 
clarify doubts, 
hence, result in 
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information 
interpretation. 
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on 

observational 
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for full 
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and 
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Sample: 

elsewhere. 
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contrary to 
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expectations. 
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about 
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bedside 
handover, 
contrary to 
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delivered. 
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various types 
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